THAT AN AN~LESTrmTIST should use clean equipment, even ff it is not sterile, is surely a tenet with which none would argue.
The laryngoscope, when introduced into a patient's mouth and pharynx, occasionally produces trauma or lies near traumatized mucosa. An unsterile laryngoscope blade could introduce potential pathogens into the pharynx and from there into the tracheo-bronchial tree. Many different methods are used to try to sterilize laryngoscope blades. Probably the least frequently used, yet the most effective, is autoclaving. This short survey was undertaken to determine the efficacy of some commonly used methods of cleaning.
METHOD
Bacteriological swabs from 24 laryngoscope blades were cultured on to blood agar immediately following laryngoscopy and again following cleansing. They were divided into four groups of 6 each according to the method of cleansing used.
Group A: After use the laryngoscope blade was well washed with sterile gauze under a running tap with warm water at 120 ° F and dried with sterile gauze.
Group B: The blade was scrubbed well with a brush impregnated with Iodophor and detergent, rinsed with warm tap water and dried with sterile gauze.
Group C: The blade was wiped thoroughly with 70 per cent Isopropyl alcohol after use and then was dried with sterile gauze.
Group D: In this instance the blade was wiped with sterile gauze under a running tap and then was autoclaved.
Four other laryngoscope blades, chosen at random, were cultured after standing on the shelf overnight.
RESULTS
The results are shown in Tables I, II Diphths.
DISCUSSION
Wiping with 70 per cent isopropyl alcohol was the best cold cleansing method used in this study, although not entirely effective. Simple washing with warm water was most ineffective, in two eases serving only to bring other organisms out of the crevices! A commonly used disinfectant and detergent mix was also ineffecfive. Autoclaving, which is proven efficient, does not affect the bulb or wiring and should be used. It is realized that endotracheal tubes are passed through the bacteria laden mouth and pharynx, past the barrier of the vocal cords into the sterile trachea. Sterile tubes should be used and this manoeuvre is acceptable on the grounds that at most the patient's traeheo-bronchial tree is being contaminated only by his own commensals. Anaesthetists must decide their own role in patient protection but should be aware through numerous recent publications, 1-4 that the onus is on them to guarantee bacteriological safety for their patients.
Sv~aY
Twenty-four laryngoscope blades were bacteriologically cultured immediately following laryngoscopy and again following cleansing. They were divided into 4 groups according to the cleansing method used:
Group A Warm water Group B Iodophor and detergent Group C Isopropyl alcohol Group D Autoclave Autoclaving was the only method which sterilized all the blades. Isopropyl alcohol was the best cold method, but was not 100 per cent effective. Autoclaving the laryngoscope blade after each use is recommended.
R~str~a_~
Sur 24 lames de laryngoscope, nous avons fait des cultures bact6riologiques imm6diatement aprSs usage de la lame pour laryngoscopie et imm6diatement apr~s le lavage de la lame, nous avons fait quatre groupes, selon la technique du lavage:
Groupe A: Eau chaude Groupe B: Iodophor et d~tergent Groupe C: Alcool isopropylique Groupe D: Autoclave La technique ~ l'autoclave est la seule qui st6rilise toutes les lames. Parrni les techniques ~ froid, l'alcool isopropylique ~tait la meilleure, mais n'&ait pas effleaee 100 pour cent. Nous recommandons de st~riliser ~ rautoclave les lames de laryngoscope apr~s chaque usage.
